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souri), Memphis (Tennessee, Arkansas, and Mississippi), the District of Columbia (itself, Maryland, and Virginia), and Philadelphia (Pennsylvania, Delaware, and perhaps New Jersey). The Utah EMS-C project took on a similar challenge in fostering the development of a broad regional effort to develop uniform protocols and educational programs among the intermountain states of Utah, Wyoming, Montana, and Nevada. Idaho, Oregon, Washington, and Colorado are also participating in at least some of the regional activities.
Some states have been able to reach agreement on common standards for provider certification and authorized practices, but agreement on other issues such as Medicaid reimbursements or liability guidelines can often be more problematic. State agencies should try to determine the extent to which patients flow across their borders, either into or out of the state. Where movements of patients are substantial, they should try to identify the factors that underlie those movements and the problems that hinder interstate cooperation.
Clearly, individual state agencies will not be in a position to resolve all difficulties, but they should initiate a process aimed at resolving them. For example, state EMS-C agencies working collaboratively might be able to foster transfer agreements among facilities across stale lines and, as a part of that effort, make progress on uniform facility categorization with respect to tertiary pediatric care. They might also undertake development of regional communication systems and protocols for prehospital care and medical control.
The agencies and their respective advisory councils should seek out any and all positive factors that can motivate states to seek greater interstate cooperation. Common regional interests and circumstances may make it useful for states to work together to develop programs, to share resources, and to learn from each other's past experiences, especially to the extent that federal mandates to states create fiscal or other problems that perhaps can best be addressed with some collective state action. Nevertheless, without institutional frameworks, sustaining or even initiating cooperative arrangements can be difficult, so representatives of the state agencies or their advisory councils must look diligently for opportunities for such cooperation and for mechanisms to sustain it. Working through national organizations concerned with state, county, and city matters, such as those noted earlier in this chapter, may be one effective lactic.
Ensuring Public Accountability
State agencies, or their advisory councils, must take visible responsibility for their actions; they must be, and be seen to be, publicly accountable for the performance of the EMS system. The public should have a way lo ensure that their investment in EMS-C is beneficial and used in an appropri-ustice and Delinquency Prevention, an independent organization in the executive branch, a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
